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ABSTRACT 
Hemorrhoids are   dilated anal cushions occupying  3 , 7 , 11  
O’clock position.  The surgery is done in cases of grade 3 and grade 4 
hemorrhoids and grade 2 not responding to treatment. There are various 
techniques of surgery    employed for hemorrhoids .These include 
Milligan& Morgan open technique , Ferguson’s closed technique ,stapler 
hemorrhoidectomy, hemorrhoidectomy using harmonic scalpel , ligasure , 
Doppler guided hemorrhoidal artery ligation. Even though various 
techniques are employed the most commonly used treatment  is 
MILLIGAN AND MORGAN open technique. The complications 
following hemorrhoid surgery includes early complications such as pain , 
primary haemorrhage ,retention of urine. The most common complication 
is pain after surgery. The  most commonly accepted cause  is increased 
tone due to spasm of internal sphincter. . Various studies have been 
conducted to study the decrease in post op pain via lateral internal 
sphincterotomy . These study concluded that using lateral internal 
sphincterotomy resulted in relaxation of sphincter , decreased post op 
pain, early wound healing ,  early recovery. 
Keywords:  Hemorrhoids ,Milligan & Morgan open hemorrhoidectomy , 
lateral internal sphincterotomy. 
 
 AIM OF THE STUDY: 
    To compare the effectiveness of internal sphincterotomy in reducing 
post-operative pain ,complications and hospital stay after  open 
hemorrhoidectomy. 
MATERIALS AND METHODS: 
    This prospective comparative clinical  study of 50 cases of third degree 
and fourth degree hemorrhoids admitted in Government Mohan 
Kumaramangalam Medical College Hospital , Salem was done in the 
period from DECEMBER 2015 to SEPTEMBER 2017.The cases were 
evaluated through proper history taking , clinical examination, operative 
procedure and post operative follow ups. 
OBSERVATION: 
    The data of people who underwent open hemorrhoidectomy and open 
hemorrhoidectomy with lateral internal sphincterotomy were recorded for 
the post  operative pain , use of analgesics to alleviate pain ,urinary 
retention ,bowel incontinence , duration of stay in hospital , return to 
work  and the findings were calculated and p value was calculated to 
study the presence of difference between the two groups. In accordance to 
the aim of study post operative pain was assessed periodically at 12 , 24 , 
48 hrs after surgery and the p values were obtained were 
0.002,0.01, 0.024 respectively . Also the use of analgesics between the 
two groups were found to have a p value <0.005 (0.02) implying that 
there is a statistical difference between the two groups 
CONCLUSION: 
             Since Milligan & Morgan open hemorrhoidectomy still remains 
as gold standard procedure in most of the developing countries , the 
addition of lateral internal sphincterotomy to Milligan & Morgan open 
technique has shown to decrease the severity of pain in the post operative 
period and also improve the quality of life of the patient . 
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INTRODUCTION 
Hemorrhoids are   dilated anal cushions occupying  3 , 7 , 11 ‘ O’ 
clock position. They are more common in case of raised intra abdominal 
pressure in cases of obesity ,constipation , pregnancy. The most common 
presentation is bleeding per rectum, other manifestations include mass 
descending per rectum, pain, mucous discharge, pruritis . The surgery is 
done in cases of grade 3 and grade 4 hemorrhoids and grade 2 not 
responding to treatment. There are various techniques of surgery    
employed for hemorrhoids .These include Milligan &Morgan open 
technique, stapler hemorrhoidectomy, Ferguson closed technique, 
hemorrhoidectomy using harmonic scalpel, ligasure, Doppler guided 
hemorrhoidal artery ligation .Even though various techniques are 
employed the most commonly used treatment  is Milligan&Morgan open 
technique. The complications following hemorrhoid surgery includes 
early complications such as pain, primary haemorrhage, retention of 
urine. The most common complication is pain after surgery. Various 
theories have been proposed for the cause of post op pain. But the  most 
commonly accepted is increased tone due to spasm of internal sphincter. 
Even though non invasive techniques have been employed such as topical 
nitroglycerine, calcium channel blockers, Lords dilatation, each has its 
own demerits such as topical application resulted in severe headache and 
2 
 
increased tissue thickness. Lord’s dilatation resulted in anal incontinence. 
Various studies have been conducted to study the decrease in post op pain 
via lateral internal sphincterotomy. These study concluded that using 
lateral internal sphincterotomy resulted in relaxation of sphincter, 
decreased post op pain, early wound healing,  early recovery. 
Here in this study we have analyzed the post op pain following 
Milligan& Morgan Technique vs Milligan & Morgan technique with 
lateral internal sphincterotomy in 50 cases . 
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REVIEW OF LITERATURE  
HISTORY 
First mention of hemorrhoids was made by Papyrus. 
Hippocrates discussed a technique similar to modern rubber band 
ligation.  
Susruta established a treatment similar to Hippocrates but more emphasis 
was made on wound cleanliness. 
Celsus described about ligation and excision procedures. 
Fredrick Salmon expanded the surgery with combination of excision and 
ligation. 
The techniques of Ferguson’s  and Milligan& Morgan’s technique is a 
modification of Salmon technique. 
Alexander Williams developed the technique of Diathermy 
hemorrhoidectomy. 
Rubber band ligation was developed by Baron. 
Stapler hemorrhoidectomy was developed by Longo in 1998. 
Doppler guided hemorrhoid artery ligated was developed by Morinaga in 
1995. 
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ANATOMY 
 Perineum 
 Rectum  
                  - Blood supply 
                  - Nerve supply 
 Anal canal  
                   -Pectinate line 
                   -Sphincter with its physiology 
                   -Blood supply  
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PERINEUM: 
         The perineum is a diamond shaped region with its boundary being 
Anterior – pubic symphysis 
                                             Posterior- coccyx 
     Lateral – two ischial tuberosity 
 
              A transverse line connecting the two ischial tuberosity divides 
the perineum into anterior urogenital triangle and posterior anal triangle. 
               Posterior anal triangle consists of anus  and its associated 
musculature and its associated neurovascular bundles. 
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RECTUM: 
       12-15  cm in length. 
        Extends from 3rd sacral vertebra to  2 cm below the tip of coccyx. 
        Upper rectum fully covered by peritoneum. 
        Lower part is infra peritoneal. 
        Rectum is pulled by puborectalis muscle forming the anorectal sling. 
        The taenia coli ,appendica epiploica ,  sacculation which are 
characteristic of large intestine is absent in rectum. 
         The taenia coli of sigmoid forms the longitudinal muscle coat of 
rectum. 
          It has got 3 curvatues : 2 on the left and 1 on the right (HOUSTON 
valves). 
 
Fascia: 
          Waldeyer’s fascia : In  the posterior aspect of rectum between 
rectum and              sacrum. 
                                          Contains superior rectal artery. 
          Denonvillier’s fascia: In anterior part of rectum  
7 
 
          Lateral ligament of pelvis: Formed by condensation of pelvic 
fascia. 
        Contains middle rectal artery. 
BLOOD SUPPLY: 
      Superior rectal artery –  A branch of inferior mesenteric artery. 
                                             Enters along the posterior aspect. 
      Middle rectal artery  –  A branch of internal iliac artery  
                                            Enters along the lateral aspect within the 
lateral ligament  of   pelvis. 
      Median sacral artery-    A direct branch from aorta. 
                                           Supplies the posterior aspect of anorectum. 
NERVE SUPPLY: 
            Parasympathetic – L1 L2 
                                          Constrict the rectal muscle and relax the 
sphincter. 
           Sympathetic    –     S2 S3 S4 
                                          Relaxes the rectal muscle and inhibit the 
sphincter. 
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    Fig 1.Puborectalis forming anorectal sling 
                  
 
    Fig 2.Rectum blood supply 
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 Fig 3.Venous supply of rectum  
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ANAL CANAL: 
Links the terminal part of gastrointestinal tract  (endoderm ) to 
outside     (ectoderm) .                    
Length – 4 cm 
EXTENT: 
Surgical anal canal:  From ano rectal junction to anal verge. 
Anatomical anal canal: From dentate line to anal verge. 
TWO IMPORTANT LAND MARKS: 
Pectinate line or Dentate line 
 White line of Hilton 
Divides the anal canal into  
           UPPER    15mm (from ano rectal junction to dentate line) 
          MIDDLE 15mm (between dentate line and Hilton line) 
          LOWER     8 mm (below White line of Hilton) 
DENTATE LINE: 
         It is an important embryological landmark. 
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         It is surrounded by longitudinal mucosal folds known as column of 
Morgagni 
         Into the column open the anal crypt from anal glands. 
        The column are lined by condensed stratified epithelium known as 
anal valves  
 
 
 
ABOVE DENTATE 
LINE 
BELOW DENTATE 
LINE 
EPITHELIUM Columnar Squamous 
ARTERIAL Superior rectal artery Inferior rectal artery 
VENOUS Inferior mesenteric vein Internal iliac vein 
 Portal vein IVC 
LYMPHATIC Internal iliac nodes 
Superficial inguinal 
nodes 
NERVE SUPPLY Autonomic Pudendal nerve 
PAIN Not sensitive Sensitive 
HEMORRHOIDS Internal External 
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SPHINCTERS: 
1. INTERNAL SPHINCTER :  
           It is formed by thickened circular smooth muscle. 
           Involuntary in nature. 
           Encloses upto 3 cm of anus. 
           Ends at white line of Hilton. 
2. EXTERNAL SPHINCTER: 
   It is a striated voluntary muscle that surrounds the entire length of 
anus 
  Has 3 parts – 
1. Deep part – No bony attachment. 
                          Encloses the upper half of internal anal sphincter. 
                          Fuses with puborectalis above. 
2. Superficial part – Attached to coccyx. 
                                   Encloses the distal part of internal sphincter. 
                                   Finally attached to perineal body. 
3. Subcutaneous part – Found distal to internal anal sphincter. 
                                 No bony attachment. 
   All are supplied by inferior rectal nerve. 
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                    Fig 4 .Internal and External Sphincters of anal canal 
 
                           
 
                      Fig 5.Anal canal with Dentate and Hilton’s line 
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PHYSIOLOGY OF SPHINCTER: 
Internal anal sphincter supplied by both parasympathetic and sympathetic 
plexus which is involuntary. 
                            Sympathetic – excitatory 
                           Parasympathetic – inhibitory  
Normally sphincter is in contracted state due to sympathetic activity. 
Parasympathetic causes relaxation of internal sphincter resulting in 
relaxation and defecation. 
External anal sphincter is voluntary in nature innervated by pudendal 
nerve. 
Spontaneous defecation is prevented by  
1.Anorectal angle 
2. Tone of internal anal sphincter 
3. Puborectalis muscle pull 
Normal anorectal angle is 90 degree 
During defecation the  physiological events occurring are:- 
               Pelvic floor comes down by 2-3 cm. 
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              Anorectal angle reduces to 10 degree. 
              Both the internal and external anal sphincter relax. 
              Defecation occurs. 
Pressure changes: 
            The first sensation to defecate occurs at 18mmHg of rectal 
pressure. 
           If rectal pressure is more than 55mmHg , there occurs relaxation of 
both internal and external anal sphincter resulting in spontaneous 
expulsion of fecal material.     
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BLOOD SUPPLY: 
1. SUPERIOR RECTAL ARTERY :  
                          A branch of  inferior mesenteric artery 
                          Divides into 2 branches on the right side  as 
                          Right antero lateral 
                          Right postero lateral  
                          Left lateral 
 
2. MIDDLE RECTAL ARTERY :  A branch of internal iliac artery 
 
3. INFERIOR RECTAL ARTERY : Arises from internal pudendal 
arteries 
 
The venous supply follow the corresponding arteries come to lie in 
submucosal plane 
      Superior rectal vein – Inferior mesenteric vein --- Portal vein 
      Inferior rectal vein – Internal pudendal vein --- IVC 
 
 
17 
 
 
 
 
 
Fig 6.Anal canal venous supply 
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HEMORRHOIDS 
-Etiology 
-Pathophysiology 
-Classification 
-Clinical presentation 
-Investigations 
-Complications 
-Investigations 
-Treatment 
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HEMORRHOIDS: 
        Hemorrhoids are dilation of cushions of submucous tissue 
containing venules, arterioles in the anal region. 
       They are characteristically located at 3 , 7,and11’0’ clock positions. 
 
AETIOLOGY: 
       Excessive straining 
       Constipation 
       Pregnancy 
       Carcinoma rectum  
       Portal hypertension 
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PATHOPHYSIOLOGY: 
        All these factors resulted in increased venous tension leading 
engorged veins due to dilation as the superior rectal veins belonging to 
portal system as it  does not contain any valves. 
CLASSIFICATION: 
I    BASED ON THE LOCATION: 
1. Primary hemorrhoids: 
These are referred to those located at the classical location as  
the distribution of superior rectal veins   along 3 , 7 and 11’0’ clock 
positions. 
 
2. Secondary hemorrhoids: 
  These are referred to those occurring at sites in between the  
primary ones. 
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II BASED ON THE SITE OF ORIGIN : 
1. Internal hemorrhoids: 
               They are those hemorrhoid that occur above dentate line. 
               They are pain insensitive. 
2. External hemorrhoids: 
               They are those hemorrhoids that occur below the dentate line 
               They are pain sensitive. 
      Hence rubber banding is avoided in external hemorrhoids. 
 
3. Combined both internal and external 
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GRADING OF HEMORRHOIDS: 
 
FIRST DEGREE 
 
pile mass within the anal canal 
does not  prolapsed 
 
SECOND DEGREE 
 
Pile mass comes out of anal canal 
during defecation but returns back 
spontaneously 
 
THIRD DEGREE 
 
Pile mass prolapsed out  
Does not spontaneously reduce 
Require manual reduction 
 
FOURTH DEGREE 
 
Thrombosed piles 
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                                         Fig.7     Hemorrhoids position 
                     
                     
 
 
 
Fig 8 .Grading of hemorrhoides  
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CLINICAL PRESENTATION:  
Bleeding per rectum usually referred as splash in pan 
Pain  
Mass descending per rectum – mucosal prolapse 
Mucous discharge 
Pruritis and anemia 
P/R : 
        Hemorrhoidal mass can be felt 
        Thrombosed piles will be felt as a thickening 
COMPLICATIONS  
Profuse haemorrhage 
Strangulation  - due to gripping action of anal sphincter 
Thrombosis  - in this the mass appears dark blue 
Ulceration 
Gangrene 
Suppuration 
Portal pyemia (rarest) 
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INVESTIGATIONS: 
        Complete blood count 
        Proctoscopy 
        Sigmoidoscopy 
        Ultrasound abdomen and pelvis 
        Colonoscopy if needed 
TREATMENT: 
 
  
Treatment of hemorrhoid
CONSERVATIVE SURGICAL
26 
 
CONSERVATIVE 
MINIMALLY 
INVASIVE 
SURGERIES 
EXCISIONAL SURGERIES 
 
High fibre 
diet >35 g / 
day 
 
Laxatives  
 
Stool 
softeners  
 
Proprietary 
creams 
 
 
Injection 
sclerotherapy 
 
Baron’s  band 
ligation 
 
Ligasure 
 
Cryosurgery 
 
Infrared 
photocoagulation  
 
 
 
Milligan& Morgan open 
hemorrhoidectomy 
 
Ferguson’s closed 
hemorrhoidectomy 
 
Park’s submucosal 
hemorrhoidectomy 
 
Whitehead’s hemorrhoidectomy 
 
Doppler guided   hemorrhoid 
artery     ligation 
Stapler hemorrhoidopexy 
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BARON’S  BAND LIGATION : 
                       Done for  Grade 1  and Grade 2 hemorrhoids. 
                       Done as out patient procedure. 
                       Usually done above the dentate line. 
                       Only 2 banding can be done in one sitting. 
                       Procedure can be repeated after 3 weeks. 
                       Contraindicated – in external hemorrhoids. 
                       Most common complication is pain , bleeding. 
                      The pile mass gets necrosed and sloughed out bleeding 
occurs. 
 
SCLEROTHERAPY; 
Done in cases of Grade 1 and Grade 2 hemorrhoids. 
Agent used : 5%phenol in almond oil. 
Syringe required : Gabriel syringe. 
Amount : 3 to 5 ml. 
All 3 pile mass can be done in one sitting. 
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Chances for recurrence. 
Can be repeated after 6 weeks. 
Mechanism : causes submucosal fibrosis results in fixing the pile 
mass. 
Complication : pain , recurrence , abscess formation ,fistula. 
 
CRYOSURGERY:  
                    Done for  Grade 1  and Grade 2 hemorrhoids . 
                    Use of nitrous oxide or liquid nitrogen. 
Mechanism : causes coagulation and sloughing out of pile mass. 
                     Subsequently falls off. 
                     All 3 pile masses can be done in one sitting. 
                     Complication – itching ,oedema of skin ,  watery discharge. 
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                                                Fig 9.Baron’s banding. 
 
 
                            Fig. 10. Sclerotherapy site with Gabriel syringe. 
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DOPPLER GUIDED HEMORRHOID ARTERY LIGATION: 
              Developed by Morinaga. 
              Done for grade 3 and grade 4 hemorrhoids. 
              In this method proctoscope linked with Doppler probe is used. 
              Patient put in lithotomy position. 
              Proctoscope with probe is inserted. 
             Hemorrhoidal artery identified. 
             Ligated in figure of 8 manner till no signal from probe is 
visualized. 
 
PARK’s  SUBMUCOSAL APPROACH: 
                 The procedure of pedicle ligation is similar to that of 
MILLIGAN & MORGAN open technique. 
But the incision is placed between the anoderm and anal mucosa. 
               The dissection is carried along the submucosal plane. 
               The advantage is no stricture formation. 
               The disadvantage is the external mass and excess skin is left. 
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Fig 11.DOPPLER PROBE. 
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MILLIGAN & MORGAN OPEN 
HEMORRHOIDECTOMY 
           At the skin a V shaped incision is made  using curved 
scissors from anoderm upto  the anal mucosa  at 7 ‘ O’ clock. 
          The hemorrhoid mass is separated from the internal anal 
sphincter till the apex of the pedicle is reached. 
         The hemorrhoid pedicle is ligated using 2 – 0 chromic 
catgut and excised into. 
        The bare  area is left open. 
        The similar procedure is repeated at first the 3’0 clock 
position , finally 11’o clock position. 
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Fig 12.Milligan  and Morgan open Hemorrhoidectomy 
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FERGUSON’s CLOSED HEMORRHOIDECTOMY: 
              Similar to MILLIGAN & MORGAN technique. 
              POSITION – prone / lithotomy. 
              Ferguson retractor  is required. 
              The open raw area is sutured with absorbable sutures. 
 
STAPLED HEMORRHOIDPEXY: 
               It was developed by LANGO in the year 1998. 
               It involves a full circular excision of mucosa and submucosa 
around 4 cm above the dentate line. 
              The pain sensitive regions are avoided. 
               Complication – if the staplers are not placed correctly  it may 
result in dog ear formation of mucosa and severe bleeding. 
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                            Fig 13 . Ferguson’s closed hemorrhoidectomy 
                                  
                                 Fig 14.Stapler hemorrhoidopexy 
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WHITEHEAD’S HEMORRHOIDECTOMY: 
           Circumferential excision of pile mass proximal to dentate line. 
          The free edges after excision is sutured to the dentate line. 
          Complication – whitehead deformity ( ectropion). 
                                     Anal stricture. 
 
THROMBOSED  PILES: 
          Initially conservative management is done . 
          It involves use of warm water Sitz bath , antibiotics and analgesics. 
         After 1 month hemorrhoidectomy is done. 
        Complication : 
           If surgery is done in acute phase , increased risk of:- 
          Portal pyemia. 
          Excessive Bleeding during surgery and post operative period. 
          Stricture formation. 
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COMPLICATIONS OF HEMORRHOIDECTOMY: 
Pain (most commonly encountered). 
Urinary incontinence (second commonest complication). 
Infection. 
Anal canal Stenosis. 
Incontinence. 
Whitehead deformity if whitehead hemorrhoidectomy performed. 
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CLINICAL STUDY 
Aim and objective 
Material and methodology 
Pre operative preparation 
Surgery 
Postoperative period 
Observation and results 
Discussion 
Conclusion  
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AIMS  AND OBJECTIVES 
The aim of this study is to effectiveness of internal Sphincterotomy in 
reduction of postoperative pain after open hemorrhoidectomy  in terms of  
1. Selection of the patient. 
2. Preoperative preparation of the patient. 
3. Intra operative complications. 
4. Postoperative complications. 
5. Pain in the postoperative period. 
6. Analgesia used. 
7. Urine retention. 
8. Bleeding. 
9. Difficulty in controlling bowel. 
10. Return to work. 
11. Patient satisfaction. 
12. Postoperative long term follow up. 
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MATERIALS AND METHODOLOGY: 
TOPIC: 
“Effectiveness of Internal Sphincterotomy in reducing post-operative 
pain after  open hemorrhoidectomy” : a comparative clinical study. 
SOURCE OF DATA: 
Patient admitted at GMKMCH in General Surgery department. 
INCLUSION CRITERIA: 
Patients with clinical and investigatory support for the diagnosis and 
willingness for the surgical management of hemorrhoids grade 3 and 
grade 4. 
EXCLUSION CRITERIA: 
1. Inflammatory bowel disease 
2. Fissure 
3. Recurrent hemorrhoids 
4. Fistula 
5. Malignancy. 
6. Cirrhosis and portal hypertension 
7. Pregnancy 
8. Age<20 years &>60 years 
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STUDY DESIGN: 
       Prospective  Comparative Clinical study. 
STUDY PERIOD: 
        2 years. 
PLACE OF STUDY: 
        GMKMCH SALEM. 
SAMPLE SIZE: 
        50 cases of hemorrhoids. 
ETHICAL COMMITTEE CLEARANCE 
         Obtained from Institutional  Ethical Committee. 
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STUDY METHODOLOGY: 
Candidates for inclusion in the study are recruited . 
The patient’s Age 
          Sex 
          Duration of symptoms 
                    Laboratory findings 
          Operative procedure 
 
         Definitive procedure as per case notes were entered into the data 
collection sheet.  
 
The following data was extracted from the patient’s history ,clinical 
examination, operative notes and during follow up: 
 
1. Selection of the patient. 
2. Preoperative preparation of the patient 
3. Intra operative complications 
4. Postoperative complications. 
5. Pain in the postoperative period. 
6. Analgesia used 
7. Urine retention 
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8. Bleeding 
9. Difficulty in controlling bowel 
10. Cost effectiveness 
11. Return to work 
12. Patient satisfaction 
13. Postoperative long term follow up 
 
This prospective study comprised of 50 cases of hemorrhoids which 
were randomly divided into two groups of 25 each named Group A and 
Group B. Open hemorrhoidectomy was done  in group A and with lateral 
internal sphincterotomy in Group B. All the parameters were recorded 
intra and postoperatively in both groups. The randomization was done by 
lottery method. 
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 PRE OP PREPARATION 
After getting informed written consent , the hemorrhoids patients 
were randomly allocated into two groups of Group A and Group B using 
lottery method in such a way that Group A was included only for 
Milligan& Morgan technique and Group B for both Milligan&Morgan 
open Hemorrhoidectomy  and Internal Sphincterotomy. All  the  patient 
in both groups was given proper care for stabilisation of general condition 
of the patient pre operatively. Proper informed written consent about the 
complications, the type of surgery were explained and obtained. The 
people in both groups were put on trial of metronidazole   for minimum 
of five days .The hemorrhoids in the preoperative period was treated in 
liquid paraffin , glycerine magnesium sulphate local application for the 
reduction of size of swelling and also the pain of the patient. The patient 
was advised on Sitz bath twice a day for relieving pain. All the patients 
belonging to both groups were given enema both on the night before 
surgery and also early morning on the day of surgery. 
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SURGERY: 
Group A patients under went only Milligan&Morgan open 
hemorrhoidectomy. 
Group B patients under went Milligan&Morgan technique open 
hemorrhoidectomy  with lateral internal sphincterotomy 
All the patients were given spinal anaesthesia. 
 After Spinal anaesthesia , patient in lithotomy position , parts painted and 
draped. 
A preliminary proctoscopy is done. 
The anal skin is held via Allis forceps and retracted first at 7’0 clock 
position. 
The hemorrhoidal mass is better visualized. 
The hemorrhoidal mass is held via artery forceps. 
At the skin a V shaped incision is made  using curved scissors from the 
anoderm upto  the anal mucosa. 
The incision is deepened. 
The hemorrhoid mass is separated from the internal anal sphincter till the 
apex of the pedicle is reached. 
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The hemorrhoid pedicle is ligated using vicryl (absorbable suture) and 
excised into. 
The bare  area is left open. 
The similar procedure is repeated at first the 3’0’ clock position , finally 
11’0’ clock position. 
Complete hemostasis is obtained. 
 Anal pack soaked in liquid paraffin and povidone iodine kept. 
And those in Group B in addition to Milligan & Morgan technique lateral 
internal sphincterotomy was also done. 
Intersphincteric groove palpated. 
A 1 cm lateral incision made at left 3’0 clock position at the anal verge. 
Gentle dissection is done along the submucosa till the internal sphincter is 
reached. 
The lower free end of internal sphincter is hooked out using artery 
forceps and divided. 
Complete hemostasis to be obtained. 
Wound left open. 
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The intra operative bleeding during the surgery was kept to a minimum 
using cautery and gentle dissection. 
POST OPERATIVE PERIOD 
The patient was kept in nil per oral for about 6 hours after surgery and 
later advised for liquid and soft high fiber diet. 
All the patients in group A and  group B was given opiod analgesics 
(PENTAZOCINE) on the night of day of surgery. 
The patient was also advised on early ambulation and Sitz bath post 
operative to minimize the chances of infection. 
The pain in postoperative period was assessed by visual analog scale  
(VAS) with a rating ranging from 0-10 . The values set were 
            0   – No Pain 
        1-3   - Mild pain 
         4-6 -Moderate pain 
         7-10 – Severe pain 
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Regular follow up and examination of   the patients in both groups 
were done 
           1.12 hours after surgery. 
           2. 24 hours after surgery 
           3. 48 hours after surgery 
And the factors taken into account for study such urinary retention , 
Bleeding , post op pain status , difficulty in bowel continence were  
assessed thoroughly. 
On the 7 th day of surgery , 1 month after surgery , 3 month after 
surgery through regular follow up the efficiency of returning to 
work , patient satisfaction were assessed. 
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Also for late complications like anal fissure ,anal canal stenosis , 
anal fistula . 
On discharge advice the patient was advised for regular sitz bath 
for 3- 4 days, dietary change to soft high fibre diet > 35g / day. 
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OBSERVATION AND RESULTS 
The  parameters to be compared are tabulated .The data are expressed in 
the form of means and percentages. 
Data are tested using  statistical tests of significance. 
From mean value standard deviation (SD)  found and, standard error( SE) 
of difference between two means found. 
S. E of difference between two means. 
√  ( sd1)2/n1 +(sd2)2/n2                                                                                                           
Sd1 standard deviation of first group. 
Sd2 standard deviation of second group. 
n1  total number in first group. 
n 2 total number in second group. 
for values expressed as percentages and proportion  standard error of 
difference of two proportions used. 
IF ACTUAL DIFFENCE BETWEEN   TWO MEANS IS GREATER 
THAN  TWICE SE BEWTWEEN THOSE TWO MEANS ,THE 
DIFFENCE IS SAID TO BE SIGNIFICANT 
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S E of difference between two proportions. 
   √ p1q1/n1+p2q2/n2  
p  .proportion 
n number 
IF ACTUAL DIFFENCE BETWEEN   TWO PROPORTIONS IS 
GREATER THAN  TWICE SE BEWTWEEN THOSE TWO 
PROPORTIONS ,THE DIFFENCE IS SAID TO BE SIGNIFICANT. 
        This prospective study comprised of 50 cases of hemorrhoids which 
were randomly divided into two groups of 25 each named Group A and 
Group B. Open hemorrhoidectomy was done  in group A and with lateral 
internal sphincterotomy in Group B. All the parameters were recorded 
intra and postoperatively in both groups. The randomization was done by 
lottery method . 
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SELECTION OF THE PATIENT: 
                The patients for this study includes a total of 50 patients with 
no gender specificity. A random of 50 patients were selected those who 
fit into the inclusion criteria and exclusion criteria 
INCLUSION 
CRITERIA 
Patients with clinical  support for the diagnosis and willingness 
for surgical management of GRADE 3 and GRADE 4 
hemorrhoids 
EXLUSION 
CRITERIA 
 
1.inflammatory bowel disease 
2.fissure 
3.recurrent hemorrhoids 
4.fistula 
5.malignancy. 
6.cirrhosis and portal hypertension 
7.pregnancy 
8. Age<20 years &>60 years 
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GROUP A 
 
GROUP B 
 
MALE 
 
7 people 
 
21 people 
 
FEMALE 
 
18 people 
 
4 people 
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PREOPERATIVE PREPARATION: 
The 50 patients selected were randomly allotted into 2 groups of 
group A and group B with group A being those who only undergo 
MILLIGAN & MORGAN open hemorrhoidectomy and group B being 
those who will undergo MILLIGAN& MORGAN OPEN 
HEMORRHOIDECTOMY AND LATERAL INTERNAL 
SPHINCTEROTOMY. Out of the 50 patients selected around 10 people 
were found to be only diabetic and 5 people with both diabetic and 
hypertensive. The necessary glycemic  control was achieved with regular 
insulin therapy and hypertension controlled using anti hypertensive 
drugs.4 patients were found to have hemoglobin below 8 grams and 
necessary blood transfusion was given prior to surgery . Only after 
improving the general condition of the patient the patients were taken up 
for surgery. 
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POST OPERATIVE PAIN: 
Pain is one of commonest and most cumbersome complication 
faced in the surgery for hemorrhoids in the post operative period since 
open hemorrhoidectomy is considered to be one of gold standard therapy 
in the treatment of hemorrhoids. 
Pain also affects the patient economic background by increasing 
the duration of hospital stay and also increasing the number of days taken 
for return to work after surgery after discharge from hospital 
Pain following hemorrhoidectomy has been attributed to the 
presence of internal sphincter spasm . 
In this study the pain assessment was made by subjective method 
using visual analogue scale (VAS) which is a type of pain scale. In this 
scale consists of ruling of  0 to 10 and patient was subjected to choose the 
pain in the post operative period  from any of those number of VAS 
ranging from no pain to the worst. 
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0  -  No Pain 
         1-3   - Mild pain 
         4-6  - Moderate 
        7-10 – Severe pain 
 
                     
Post op pain was assessed in 12 hours after surgery ,24 hours 
after surgery, 48 hours after surgery . All the patients  were to 
subjected to assess pain  by using VAS. 
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After 12 HRS   OF SURGERY: 
 GROUP A GROUP B 
Mild 12% 44 
Moderate 32 44 
Severe 56 12 
P value 0.02  
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AFTER 24 HOURS OF SURGERY: 
 GROUP A GROUP B 
Mild 12 44 
Moderate 44 44 
severe 44 12 
P value 0.01  
   
 
 
 
0 5 10 15 20 25 30 35 40 45
MILD
MODERATE
SEVERE
GROUP B GROUP A
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AFTER 48 HOURS OF SURGERY: 
 GROUP A GROUP B 
Mild 32 64 
Moderate 68 36 
P value 0.02  
 
           
 
 
MILD MODERATE
32
68
64
36
GROUPA GROUP B
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ANALGESIA USED: 
All the patients were given opioid analgesics (Inj. PENTAZOCINE ) at 
night of surgery. 
After that patients were given the freedom to take analgesia for pain 
based on their own tolerance level – ON DEMAND PROTOCOL. 
Drug given was tab. Tramadol 100 mg per oral             
Pain was categorized with the use of analgesics :- 
     0-2 tablets for 48 hours – mild. 
     2-4 tablets for 48 hours – moderate 
    More than 4tablets for 48 hours - severe 
Based on the observation from the two categories of group A and  
group B the percentage of occurrence of mild , moderate , severe use of 
analgesia was obtained tabulated and p value was calculated. 
It has been observed that the p value obtained was 0.021. 
Concluding the fact that that group B had lesser use of analgesics in the 
postoperative period. 
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ANALGESICS USAGE: 
 
 
GROUP A GROUP B 
MILD 20 56 
MODERATE 44 32 
SEVERE 36 12 
P VALUE 0.021 
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36
56
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ANALGESIA
GROUP A GROUP B
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BLEEDING: 
The bleeding in the post operative period is one also one among the three 
common encountered complication in the surgery of hemorrhoids i.e open 
hemorrhoidectomy. 
The observation and data collection of bleeding is again assessed 
subjectively into 3 groups  based on the amount of bleeding 
They were grouped as  
Confined – the minimal loss which is bound to occur. 
Moderate – the loss of more than 20 ml of blood or above normal 
permissible levels as observed by the patient. 
Severe – the amount that is similar to the pre operative levels. 
The patients data was collected accordingly and was tabulated in terms of 
percentage and p value was obtained . 
              P value was obtained as 0.713. 
From the findings it has been concluded that there were no statistical 
significance between those who underwent only Milligan & Morgan open 
technique and those who underwent both Milligan& Morgan with lateral 
internal sphincterotomy. 
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BLEEDING: 
BLEEDING 
 
GROUP A  GROUP B 
CONFINED  80 84 
MODERATE 20 16 
SEVERE 0 0 
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CONFINED
MODERATE
BLEEDING
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URINARY RETENTION: 
Urinary retention is one of the common complication encountered 
during post operative day 1 and day 2 of the surgery for hemorrhoid 
(open hemorrhoidectomy).  
It has been attributed to the use of spinal anaesthesia or as a 
complication due to pain . 
Here in this study two groups was observed for the inability of the 
patient to void the urine under voluntary control. For those who have 
failed to void voluntarily  bladder catheterization was done. 
Here the findings were tabulated in terms of percentage of people 
who are requiring bladder catheterization for urine drainage and those 
who does not require catheterization. 
The findings were tabulated in terms of percentage and p value was 
tested 
The p value was derived to be 0.012 implying that there is 
statistical significance between the procedures. 
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URINARY RETENTION: 
RETENTION GROUP A GROUP B 
YES 44 12 
NO 56 88 
 
P VALUE 
0.012 
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Bowel incontinence is one of the complication of hemorrhoid 
surgery. 
It has been attributed to the excessive damage to internal sphincter 
muscle resulting in loss of tone and incontinence to feces and also 
following anal canal dilatation prior to surgery. 
In this study the incontinence to feces and also incontinence to gas 
has been taken into account . 
The findings were tabulated in terms of percentage and the 
statistical difference was calculated. 
In this study the people developed incontinence in group B .hence 
thep value was significant, there was  significant difference between 
group a and group B in terms bowel incontinence. 
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BOWEL CONTINENCE: 
CONTINENCE GROUP A GROUP B 
NO 100 96 
YES 0 4 
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PATIENT SATISFACTION: 
The prolapsed hemorrhoids produce pain and cause discomfort to 
the patient during walking and bleeding during defecation. 
The people personal satisfaction following surgery with relief of 
symptoms and complications of surgery was observed. 
The observation were based on the subjective method as observed 
by the patient in terms of comfort of living , free from symptoms. 
The observatory findings were expressed in terms of percentage 
and were tabulated.  
The test for statistical difference was performed. 
P value was found to be 0.031. 
This implied that there were difference between the two procedures 
in terms of satisfaction of the patient . 
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SATISFACTION: 
SATISFACTORY 
LEVEL 
GROUP A GROUP B 
GOOD 64 92 
SATISFACTORY 36 8 
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RETURN TO WORK AND DURATION OF HOSPITAL STAY: 
The average duration of duration of stay in hospital and also the 
return to work following was observed in the periodic regular follow up 
of patient.  
All the patients were done per rectal examination and were looked 
for the complications like the infection , abscess formation , stricture 
formation , anal continence were checked for. 
Also the subjectiveness of patient in terms of quality of  living , 
comfort. 
Based on the observations, the findings were tabulation in terms 
mean of return to work and average day of stay in hospital. 
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 GROUP A  
S.D 
GROUP B  
S.D 
RETURN TO 
WORK 
20.16 1.23 14.34 1.26 
HOSPITAL 
STAY 
7.56 3.29 5.60 2.77 
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The p value for the average duration of hospital stay was arrived to be 
0.00 , implying the statistical significance between the 2 procedures. 
The p value for the average duration of of return to work after surgery 
was arrived to be 0.00 , implying the statistical significance between the 2 
procedures. 
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DISCUSSION: 
Hemorrhoids are one of the most common disorders of anus. Various 
treatment modalities have been described over the periods including 
conservative management for grade 1 and grade 2 hemorrhoids, surgical 
management like open hemorrhoidectomy (MILLIGAN& MORGAN ), 
closed hemorrhoidectomy procedures like Park’s method, Ferguson’s 
method , stapled hemorrhoidopexy , Doppler guided hemorrhoid artery 
ligation. However, open hemorrhoidectomy; mainly for grade 3 and 4 
hemorrhoids is still widely used, is considered as the gold standard 
technique for the treatment of hemorrhoids .the most commonly 
encountered complications of hemorrhoidectomy surgery are pain in the 
post operative period, urinary retention, bleeding in the post operative 
period. Various studies have been performed to reduce the pain in the 
post operative period following open hemorrhoidectomy . Of all the study 
many studies concluded the fact that lateral internal sphincterotomy in 
addition to open hemorrhoidectomy has proven to reduce the pain in post 
operative period following hemorrhoidectomy since the cause of pain has 
been attributed to spasm of internal sphincter muscle which is the most 
commonly accepted hypothesis for pain in post operative period 
following open hemorrhoidectomy technique. 
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In this study the aim was to study the effectiveness of internal 
sphincterotomy in pain management after open hemorrhoidectomy . The 
study group- consists of a total of 50 patients with fissures and Crohn’s 
disease excluded. The patient all were selected randomly based on the 
inclusion criteria and exclusion criteria. The selected 50 patients were 
then reallocated into two groups group A and group B. Group A with a 
total of 25 patients underwent only Milligan & Morgan open 
hemorrhoidectomy and Group B with a total of 25 patients under went 
both Milligan & Morgan open hemorrhoidectomy and lateral internal 
sphincterotomy. The pre operative preparation of the patient for general 
condition stabilization was done. Those  patients with diabetic and 
hypertension was treated appropriately with anti hypertensive drugs and 
insulin therapy. Blood transfusions were given to patients with low 
hemoglobin. The patient was given enema on night before surgery and 
also in early morning of surgery. The procedure were done according to 
the group the patient  has been allotted. All the patients were given opoid 
analgesics on the night of surgery. Various  parameters have been taken 
into account and studied. Their values in terms  of  percentage ,mean , 
standard deviation have been arrived and tabulated. From the values the 
test of statistical significance were calculated and inference were 
obtained. The regular follow up of the patient was done during 7 day after 
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surgery, 1 month after surgery, 3 month after surgery looking for 
complications. 
The pain in the post operative period was assessed in terms of 
visual analog scale in the first 12 hours after surgery, 24 hours after 
surgery. 48 hours after surgery. In the study the number of patients 
experiencing the pain were listed in terms of percentage , was tabulated 
and the statistical significance was tested . The p value came out to be 
0.01 in the first 24 hours and 0.02 in the first 48 hours indicating that the 
there is difference in pain in the people of Group A and Group B. Further  
the use of analgesia was taken into account with the on demand protocol 
followed throughout the study. The use of analgesics were taken into 
account by the number of tablets used for the 48 hours time interval and 
the findings were tabulated in terms of percentage .These were again 
subjected to the test of statistical significance. The p value came out to be 
0.02 which again implied the fact that there were statistical difference 
between the Group A and Group B people in terms of analgesia usage. 
Internal sphincterotomy with Milligan& Morgan seemed to have better 
outcome in terms of pain  in the post operative  period and also in terms 
of use of analgesia in the post operative period. Also in these the patients 
were also observed for various complication of hemorrhoidectomy. These 
76 
 
included urinary retention, bleeding, bowel incontinence, return to work, 
duration of hospital stay. 
In case of urinary retention the findings were taken by the number 
of people requiring cathertisation in the post operative period and test for 
significance was taken. The p value came out as 0.01 implying that the 
Group B people had lesser incidence of urinary retention than Group A 
people. Lateral internal sphincterotomy with Milligan & Morgan 
technique was found to be superior to Milligan & Morgan alone in terms 
of pain , post operative urinary retention. Bleeding was again observed 
and the findings were tabulated .the p value was 0.07 indicating that there 
was no significant difference in terms of bleeding . The duration of stay 
in the hospital and average day of return to work was observed and the 
mean for average stay in the hospital was 7.56 in Group A and 5.60 in 
Group B and the p value was 0.00 implying the presence of difference 
between the two. The mean of  return to work after surgery was 20.16 in 
Group A and 14.8 in Group B with p value of 0.00 indicating the 
statistical difference between the two procedures. 
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CONCLUSION: 
                The addition of  lateral internal sphincterotomy to Milligan and 
Morgan open hemorrhoidectomy has been associated with the decrease in 
the severity of post operative pain following open hemorrhoidectomy 
surgery. It also has proven that the quality of life is improved after 
surgery by reducing the duration of hospital stay and early return to work 
after surgery. 
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 “Effectiveness of Internal Sphincterotomy in reducing  Post-OP Pain after 
Open Haemorrhoidectomy” : A Comparative Clinical Study   in 
GMKMCH,SALEM 
PROFORMA 
CASE OF HAEMORRHOIDS 
Name: 
Address: 
Age/sex:   
RELIGION: 
O.PNo:   
I.P No:                                                                                   
D.O.A: 
TIME & DATE OF OPERATION: 
D.O.D: 
B. CHIEF COMPLAINTS: 
Duration of symptoms: 
 
 
C.PAST HISTORY: 
1. DM      
2. TB                               
3. EPILEPSY                                           
4. MALARIA 
5. PREVIOUS SURGERY 
6. JAUNDICE 
7. CIRRHOSIS 
 
D.PERSONAL HISTORY: 
SMOKER 
ALCOHOLIC 
E.INITIAL ASSESSMENT OF PATIENT 
1.Vitals: 
            PR                : 
            BP                :  
            RR                :     
Temperature : 
2.GENERAL EXAMINATION: 
              Pallor 
              Tongue 
               Skin  
               Icterus 
               Cyanosis 
 Lymphadenopathy: 
3.SYSTEMIC EXAMINATION: 
CVS 
RS 
CNS 
Abdomen: 
INGUINO SCROTAL REGION : 
EXTERNAL GENITALIA: 
PER RECTAL EXAMINATION 
PROCTOSCOPY 
CLINICAL DIAGNOSIS 
4.INVESTIGATIONS 
A. HB% 
B. GROUPING & TYPING 
C. BT/CT 
D. PCV 
E. HBSAG                                                 HIV 
F. ECG 
G. URINE:                           Macro 
                                              Micro  
                                              Albumin 
Sugar 
H. BLOOD: 
                                      RBS 
                                      BLOOD UREA 
                                      SER.CREATININE 
I. CHEST X RAY PA VIEW 
J. X-RAY ABDOMEN ERECT 
K. ABDOMEN & PELVIS USG : 
 
PRE-OPERATIVE DIAGNOSIS: 
OPERATIVE PROCEDURE: 
 
ANESTHESIA: 
 
INCISION: 
 
SURGICAL PROCEDURE: 
 
 
 
 
 
 
 
 
PATIENT CONSENT FORM 
 
STUDY TITLE:    
“Effectiveness of Internal Sphincterotomy in reducing Post-OP Pain after 
Open Haemorrhoidectomy” : A  Comparative Clinical Study   in GMKMCH, 
SALEM 
 
Department of General surgery, GMKMCH 
 
PARTICIPANT NAME :    AGE :  SEX:   
I.P. NO : 
              I confirm that I have understood the purpose of surgical/invasive procedure 
for the above study. I have the opportunity to ask the question and all my questions 
and doubts have been answered to my satisfaction. 
I have been explained about the possible complications that may occur during  
and after medical/ surgical procedure. I understand that my participation in the study 
is voluntary and that I am free to withdraw at any time without giving any reason. 
I understand that investigator, regulatory authorities and the ethics committee 
will not need my permission to look at my health records both in respect to the current 
study and any further research that may be conducted in relation to it, even if I 
withdraw from the study. I understand that my identity will not be revealed in any 
information released to third parties or published, unless as required under the law. I 
agree not to restrict the use of any data or results that arise from the study. 
I hereby consent to participate in this study for  various surgical/invasive 
procedures and their outcomes. 
Time : 
Date :       Signature / Thumb Impression Of Patient 
Place :       
                                             Patient’s name: 
 
Signature of the investigator:  ______________________ 
Name of the investigator :       ____________________ 
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        12 HR 24 HR 48 HR               
1 MALLAGOUNDER 39 M MILD  MODERATE MODERATE MODERATE CONFINED NIL NIL 8 21 GOOD 
2 SIVAGAMI 46 F SEVERE MODERATE MILD SEVERE CONFINED NIL NIL 7 22 GOOD 
3 SEKAR 54 M MILD  MILD MILD MODERATE CONFINED NIL NIL 5 15 GOOD 
4 BAKIYAM 55 F MODERATE MILD MILD MODERATE CONFINED NIL NIL 6 19 GOOD 
5 MANIKANDAN 36 M MODERATE MODERATE MILD MILD CONFINED NIL NIL 8 20 GOOD 
6 VENKATESH 35 M SEVERE SEVERE MODERATE SEVERE CONFINED YES NIL 8 21 GOOD 
7 MOHANA 33 F MODERATE SEVERE MODERATE MODERATE CONFINED YES NIL 7 17 GOOD 
8 NALLATHAMBI 44 M SEVERE MODERATE MODERATE MODERATE MODERATE NIL NIL 9 25 GOOD 
9 GOMATHI 30 F MILD  MODERATE MODERATE SEVERE CONFINED NIL NIL 8 16 SATISFACTORY 
10 THANGARAJ 63 M SEVERE SEVERE MODERATE SEVERE CONFINED NIL NIL 9 20 GOOD 
11 VARADHARAJ 56 M MODERATE SEVERE MILD MILD CONFINED NIL NIL 8 21 GOOD 
12 SUGANYA 38 F MODERATE MODERATE MODERATE MODERATE MODERATE NIL NIL 8 20 GOOD 
13 SANTHIYA 32 F SEVERE SEVERE MODERATE SEVERE CONFINED YES NIL 10 25 GOOD 
14 VINODHINI 30 F SEVERE MODERATE MODERATE SEVERE CONFINED NIL NIL 8 18 SATISFACTORY 
15 PAPPATHI 47 F SEVERE MODERATE MILD MILD CONFINED NIL NIL 5 16 GOOD 
16 KAVITHA 39 F SEVERE MODERATE MILD MODERATE MODERATE NIL NIL 7 19 GOOD 
17 DHANDAYEE 49 F MODERATE MODERATE MILD MODERATE MODERATE NIL NIL 8 18 GOOD 
18 MAHESHWARI 58 F MODERATE SEVERE MODERATE SEVERE CONFINED YES NIL 8 17 GOOD 
19 PALANIYAMMAL 40 F SEVERE MODERATE MODERATE SEVERE CONFINED YES NIL 8 18 GOOD 
20 KUPPAYEE 60 F MODERATE MILD MODERATE SEVERE MODERATE YES NIL 8 26 SATISFACTORY 
21 VASUKI 30 F SEVERE SEVERE MODERATE SEVERE CONFINED YES NIL 8 23 SATISFACTORY 
22 RAJESWARI 45 F SEVERE SEVERE MODERATE MILD CONFINED YES NIL 6 16 GOOD 
23 RAMANI 49 F SEVERE SEVERE MODERATE MODERATE CONFINED YES NIL 7 21 GOOD 
24 FATHIMA 30 F SEVERE SEVERE MODERATE MILD CONFINED YES NIL 6 24 GOOD 
25 SURIYA 34 F SEVERE SEVERE MODERATE MODERATE CONFINED YES NIL 9 26 GOOD 
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        12 HRS 24 HRS 48 HRS               
1 SRINIVASAN 36 M MILD MODERATE MILD MILD CONFINED NIL NIL 4 12 GOOD 
2 THANGARAJ 52 M MODERATE MODERATE MILD MODERATE CONFINED NIL NIL 4 13 GOOD 
3 PARAMASIVAM 42 M MODERATE SEVERE MILD SEVERE MODERATE NIL NIL 8 21 GOOD 
4 NAVEENA 28 F MILD MILD MILD MILD CONFINED NIL NIL 5 15 GOOD 
5 CHITRA 34 F MILD MODERATE MILD MILD CONFINED YES YES 5 14 GOOD 
6 AJITHA 29 F MODERATE MILD MILD MODERATE CONFINED NIL NIL 6 14 GOOD 
7 ANDIYAPPAN 56 M MILD MODERATE MODERATE MODERATE CONFINED NIL NIL 7 15 GOOD 
8 RAMAYE 50 F MODERATE MODERATE MILD MILD CONFINED NIL NIL 5 12 GOOD 
9 PACHAIYAMMAL 45 F SEVERE MODERATE MODERATE SEVERE CONFINED NIL NIL 8 15 GOOD 
10 RAJI 41 F MODERATE SEVERE MODERATE MODERATE MODERATE YES NIL 7 15 GOOD 
11 MUTHAMILSELVI 45 F MILD MODERATE MILD MILD MODERATE NIL NIL 6 16 GOOD 
12 ANITHA 32 F MODERATE SEVERE MILD MODERATE CONFINED YES NIL 5 12 GOOD 
13 AROKYAMARY 32 F MODERATE MILD MILD MILD CONFINED NIL NIL 6 17 GOOD 
14 VAMSI 52 F SEVERE MODERATE MODERATE SEVERE CONFINED NIL NIL 7 18 GOOD 
15 THAVAMANI 50 F MILD MILD MILD MILD CONFINED NIL NIL 5 14 GOOD 
16 SRIDEVI 32 F MILD MILD MILD MILD CONFINED NIL NIL 4 12 GOOD 
17 PRABHA 47 F MODERATE MILD MODERATE MILD CONFINED NIL NIL 5 12 GOOD 
18 MAARIKANNU 47 F MODERATE MILD MILD MILD CONFINED NIL NIL 5 14 GOOD 
19 BHUVANESHWARI 42 F MILD MILD MILD MODERATE CONFINED NIL NIL 4 12 GOOD 
20 HEMALATHA 29 F SEVERE MODERATE MODERATE MODERATE CONFINED NIL NIL 9 20 SATISFACTORY 
21 PECHIYAMMAL 56 F MILD MILD MILD MILD CONFINED NIL NIL 4 18 GOOD 
22 NARMADA 50 F MILD MODERATE MODERATE MILD CONFINED NIL NIL 5 15 GOOD 
23 NAGAJOTHI 32 F MILD MILD MODERATE MILD CONFINED NIL NIL 7 20 SATISFACTORY 
24 NASREEN 28 F MODERATE MODERATE MILD MODERATE MODERATE NIL NIL 6 13 GOOD 
25 VASANTHI 56 F MODERATE MILD MODERATE MILD CONFINED NIL NIL 5 12 GOOD 
 
